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Laparoscopic  adrenalectomy  has  become  the  standard  operation  in  the  surgical  manage-
ment  of  virtually  all  benign  adrenal  tumors.  This  procedure  is  associated  with  an  almost
nil  mortality,  a  10  to  15%  morbidity  and  a  conversion  rate  below  3%  [1—3].  For  adrenal
tumors  suspected  to  be  adrenocortical  cancer  without  local  invasion  (ENSAT  stade  1  or  2),
laparoscopic  approach  remains  controversial  but  when  performed,  should  be  associated
with  periadrenal  fat  tissue  resection  without  capsular  effraction.
This  video  (Video  S1)  shows  a  left  transperitoneal  lateral  adrenalectomy  with  positioning
in  right  lateral  decubitus.  The  dissection  is  achieved  using  scissors,  bipolar  coagulation,  and
harmonic  scalpel.  Four  trocars  are  placed  beneath  the  costal  margin.  Exposure  starts  with
a  complete  mobilization  of  the  left  colonic  ﬂexure,  avoiding  injury  to  the  renal  capsule.
The  inferior  edge  of  the  pancreas  is  visualized  and  the  spleen  mobilized  on  its  inferior  part.
The  anterior  face  of  the  left  renal  vein  is  exposed  allowing  to  individualize  and  clip  the
left  adrenal  vein.  After  main  adrenal  vein  section,  a  posterior  dissection  is  performed  in
contact  with  the  diaphragm  and  its  left  crux  to  mobilize  the  adrenal  gland  on  its  posterior
aspect.  The  gland  is  mobilized  together  with  all  periadrenal  fat  tissue  to  prevent  tumor
disruption,  with  a  special  attention  to  the  pancreas  tail,  whose  injury  may  be  associated
with  postoperative  pancreatic  ﬁstula  or  collection.  Once  fully  mobilized,  the  adrenal  gland
is  extracted  after  being  placed  in  a  plastic  bag,  through  an  enlarged  trocar  oriﬁce,  whose
fascia  is  to  be  later  closed.  A  suction  drain  is  usually  not  necessary.  Pathology  showed  a
28  mm  adrenocortical  adenoma  with  Weiss  3  score.
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ppendix A. Supplementary data
upplementary  data  associated  with  this  article  can
e  found,  in  the  online  version,  at  http://dx.doi.org/
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